	UNIFIED ASSESSMENT: Consent & Signatures

	Hospital number

     

	Agency Number

     

	Name

     


	Consents & Signatures: use this section to ensure that the person understands the domains of the assessment process and is aware of how information might be shared between agencies.

	Has the information sharing guidance been explained to you?  
Yes  FORMCHECKBOX 
No  FORMCHECKBOX 

I give consent for the information contained within the following assessment domains to be shared with health and social care agencies as necessary.

	Domain
	Yes
	No
	N/A
	X
	Assessor
	Date of

Assessment

	User’s Perspective


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Carer’s Perspective / Assessment


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Clinical Background


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Disease Prevention


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Personal Care / Physical Well - Being


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Activities of Daily Living


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Senses


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Mental Health / Mental Well - Being


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Relationships


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Safety


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Instrumental Activities of Daily Living


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Immediate Environment and Resources Risk Assessment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Domains marked “X” indicate that the service user wishes information sharing to specifically adhere to the following instructions:

     


	Do you agree with the assessment that has been carried out? 
YES  FORMCHECKBOX 
 NO FORMCHECKBOX 

If no please state reasons         
Signed (Service User / Advocate): 

Date:      
If the service user is unable to sign please state reason      


	Name of Care Co-ordinator:      

	Signature of the Care Co-ordinator:
     




Date:      

	Telephone number of the Care Co-ordinator:      

	Signature of Supervisor or Manager (if appropriate):      


Date:      
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